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19th CardioVascular Summit: TCTAP 2014Case Summary:
The 80-year-old male non-smoker has coronary artery disease, hypertension, hyperlip-
idemia, and peptic ulcer disease. He received coronary intervention in 2005 with bare
metal stents in his proximal right coronary artery (RCA), mid left anterior descending
artery (LAD), and distal left circumﬂex artery (LCX). The last coronary angiography in
May, 2007, showed left main 50% stenosis, in-stent restenosis in LCX and RCA stents.
The stents with ISRS underwent balloon angioplasty with good results.
In recent months, he suffered from intermittent chest tightness even with multi-drug
medical therapy, including beta-blockers, clopidogrel, angiotensin-II receptor antag-
onist, and nicorandil. The thallium showed severe anterior stress-induced ischemia
and he was admitted for coronary angiography and possible intervention.
On admission, he was a relatively healthy look elderly. The vital signs were normal
with pulse rate 60-70bpm, and with blood pressure around 120/70mmHg. He got
pink conjunctivae without goiter, carotid bruit, or jugular vein engorgement. The
breathing sound was clear and the heart sound was regular heart beats without
signiﬁcant murmur. The bowel sound was normal active. There was no pitting
edema.
The coronary angiography showed distal left main (LM) 70% stenosis, with ulcerative
plaque, proximal LAD 70% stenosis, mid LAD stent restenosis about 50%, proximal
LCX 40% stenosis, no restenosis in obtuse marginal artery (OM) stent, and irregular
RCA without in-stent restenosis. The gentleman refused coronary bypass surgery and
percutaneous coronary intervention was planned.
I engaged 6Fr Medtronic EBU 3.5 as guiding catheter to left coronary artery. One Asahi
Sion wire was passed to distal LAD. It was difﬁcult to wire Terumo Runthrough ﬂoppy
wire to OM, which was passed to distal LCX proper. A Kaneka Crusade microcatheter
was used along the Terumo Runthrough ﬂoppy wire, to pass Abbott BMW-Elite through
it to distal OM. Intra-vascular ultrasound was performed with Boston Scientiﬁc Atlantis,
which could not go into LCX due to the large bifurcation angle. The IVUS was checked
from mid LAD to LM. The LCX os seemed relatively healthy, evaluated from LAD and
LAD, with the plaque located at the opposite side. Therefore, provision stenting was
planned to set one stent to LM-LAD. Balloon dilatation to LM-LAD was performed with
Medtronic Sprinter 4.0x15mm, up to 10atm by 11 seconds. A Medtronic Endeavor
Resolute 4.0x30mm stent was deployed to LM-LAD with 12atm by 9 seconds. Plaque
shifting with compromised LCX os was noted. The wires were shifted. Post-stenting
dilatation with Boston Scientiﬁc Quantum Apex 4.5x15mm was performed with 16atm
by 10 seconds. The LCX os was dilated by Medtronic Sprinter 4.0x15mmwith 6atm by 6
seconds. Kissing balloon technique was then performed, with Boston Scientiﬁc Quantum
Apex 4.5x15mm in LM-LAD, and Medtronic Sprinter 4.0x15mm in LM-LCX, both
dilated with 10atm by 9 seconds. The IVUS showed the stent not fully expanded in LAD
and the LCX os seemed acceptable. The stent was dilated again with Boston Scientiﬁc
Quantum Apex 4.5x15mm with 20atm by 10 seconds. Kissing balloon technique was
performed again, with Boston Scientiﬁc Quantum Apex 4.5x15mm in LM-LAD, with
12atm 16 seconds, and Medtronic Sprinter 4.0x15mm in LM-LCX, with 10atm 16
seconds The IVUS then found severe stenosis over LCX os with large plaque burden. The
intervention strategy was changed to 2 stent. TAP (T-stent with small protrusion) was not
chosen due to the extreme difﬁculty for localization by angiography. Culotte technique
was practiced to ensure the plaque completely covered by stents. Another Medtronic
Endeavor Resolute 4.0x24mm was deployed to LM-LCX with 10 atm by 9 seconds. The
Boston Scientiﬁc Quantum Apex 4.5x15mm could not pass the lesion anymore that
Kissing balloon technique was performed with Abbott Trek 4.0x15mm in LM-LAD and
Medtronic Sprinter 4.0x15mm in LM-LCX, both with 10atm by 11 seconds. The stents in
LM were well apposed, checked by IVUS, and the ﬁnal coronary ﬂow was good.
In this case, we chose provisional stenting initially to avoid much metal birden,
although a little doubt did exist, taking the LCX plaque into consideration. AfterS92 JACC Vol 63/12/Suppl S j April 22–2changing one-stent to two-stent strategy, we performed Culotte stenting with reversed
sequence, with the stent in main and straight branch deployed ﬁrst. This made difﬁ-
culty to deploy the second stent and to ensure the stent apposition, due to the large
angle of the left main bifurcation.
The case implied that if there were doubt for provisional stenting, although with
minimal possibility, and a second stent for strategy change would meet severe difﬁ-
culty to deploy, possibly with failure, why not choose 2-stent strategy at ﬁrst.
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[Clinical Information]
Patient initials or identiﬁer number:
77649085
Relevant clinical history and physical exam:
Age: 72 y/o
Gender: Male
PH: Hypertension, hyperlipidemia, GB stone s/p OP
AMI, SVD, LAD(M) 99% s/p primary PCI with BMS on 2012-09-13
Relevant catheterization ﬁndings:
LM 40w50% stenosis, LAD(M->D) diffuse 50w60% stenosis (distal to the previous
lesion)
LCX: Insigniﬁcant stenosis
RCA: Patent
[Interventional Management]
Procedural step:
1. LM (M) 40w50% stenosis, LAD (M->D) diffuse 50w60% stenosis is noted
by angiogram and no critical lesion is got by angiogram.
2. Perform FFR for the intemediate lesion. The result of FFR is 0.75 at LAD-D
and 1 at LCX.
3. After IVUS check up, we recognize the culprit lesion in LAD-D.
4. But FFR is still 0.78 after treatment of LAD-D by 3.0 x 30mm BMS.
5. So the culprit lesion should be located in the LMT to LAD and there was 50%
stenosis and the CSA 5-6 mm2 by IVUS. We performed PCI by 4.0*24 DES
in LMT to LAD, the ﬁnal FFR is about 0.91 at LAD-D and well apposition is
got by IVUS.5, 2014 j TCTAP Abstracts/CASE/Bifurcation and Left Main Stenting
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19th CardioVascular Summit: TCTAP 2014Case Summary:
This 72 y/o male suffered from recurrent angina after STEMI s/p stenting at LAD-P.
The repeat CAG showed LM (M) 40w50% stenosis, LAD (M->D) diffuse 50w60%
stenosis but FFR is 0.75 at LAD-D and 1 at LCX. After IVUS check up, we recognize
the culprit lesion in LAD-D. But FFR is still 0.78 after treatment of LAD-D by 3.0 x
30mm BMS. So the culprit lesion should be located in the LMT to LAD and there was
50% stenosis and the CSA 5-6 mm2 by IVUS. We performed PCI by 4.0*24 DES in
LMT to LAD, the ﬁnal FFR is about 0.91 at LAD-D and well apposition is got by
IVUS.
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Acute LMCA Occlusion
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[Clinical Information]
Patient initials or identiﬁer number:
N.K. 35 years old male
Relevant clinical history and physical exam:
Chronic smoker
Non-diabetic and Non-hypertensive
No family history of CAD/SCD
Extensive anterior wall MI
Relevant test results prior to catheterization:
Complete blood counts and basic biochemistry was normal, dyslipidemia+ (outside
reports)
Compromised hemodynamics
Cardiac Enzymes: Troponin T positive, CK MB raisedJACC Vol 63/12/Suppl S j April 22–25, 2014 j TCTAP Abstracts/CASRelevant catheterization ﬁndings:
CAG: LMCA 100% thrombotic occlusion[Interventional Management]
Procedural step:
7 Fr XB 3.5
Whisper ES wire
Xience 4x23 stent
Initial 12 hours post PCI were uneventful
Around 12 midnight, he had an episode of AV dissociation, HR w20-30 bpm,
necessitating a temporary pacemaker implantation
In view of poor hemodynamics, he was intubated and inotropic support hiked
Check angiogram done, which revealed patent stents with TIMI III ﬂow in LAD,
however poor myocardial blush gradesPatient was slowly weaned off the inotropes and ventilatory support and was subse-
quently discharged on Day 7. He continues to be on a regular OPD follow upE/Bifurcation and Left Main Stenting S93
